Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with
the instructions to the Form 5500.

OMB Nos. 1210-0110
1210-0089

2013

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2013 or fiscal plan year beginning  01/01/2013

and ending

12/31/2013

A This return/report is for:

B This return/report is:

C Ifthe plan is a collectively-bargained plan, check here

D Check box if filing under:

|:| a multiple-employer plan; or
[ ] a DFE (specify)

a multiemployer plan;

|:| a single-employer plan;

|:| the first return/report; |:| the final return/report;

|:| an amended return/report;

Form 5558;

|:| special extension (enter description)

|:| automatic extension;

|:| a short plan year return/report (less than 12 months).

» I

|:| the DFVC program;

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

THE SUPPLEMENTAL SICKNESS BENEFIT PLAN COVERING RAILROAD YARDMASTERS

1b

Three-digit plan

number PN) » | %7

1c

Effective date of plan
01/01/1979

2a Plan sponsor’'s name and address; include room or suite number (employer, if for a single-employer plan)

NATIONAL CARRIERS' CONFERENCE COMMITTEE

1901 L STREET NW SUITE 500

WASHINGTON, DC 20036

2b

Employer Identification
Number (EIN)
52-1036399

2c

Sponsor’s telephone
number
202-862-7200

2d

Business code (see
instructions)
482110

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIIE%,\IIE Filed with authorized/valid electronic signature. 10/15/2014 A. K. GRADIA
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
Preparer’s name (including firm name, if applicable) and address; include room or suite number. (optional) Preparer’s telephone number
(optional)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Form 5500 (2013)
v. 130118




Form 5500 (2013)

Page 2

3a Plan administrator's name and address Same as Plan Sponsor Name DSame as Plan Sponsor Address 3b Administrator’'s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor’'s name 4c PN
5  Total number of participants at the beginning of the plan year 5 1962
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
A ACHVE PAIIGIPANTS ... .eeeeeeeee ettt ettt et et e et et e e e e et e et et et et e et e e e et et et a e et ae et et et et e a e e ean et ete e eteneaennan 6a 1954
b Retired or separated participants reCeiVING DENETILS ................coiiiieieeeee e en e en e 6b
C Other retired or separated participants entitled to future beNEfits............coooiiiiiiii i 6¢c
d Subtotal. Add INES B8, 61, BNG BC.........cocveeeeeieieieeeeeeeetee e eeeeeeeeeeae e et e e ee st eeeasesses et et s s s eeasessssesesesenenenseseeseneeenensasinans 6d 1954
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
T Total. A lINES B0 AN BE. .........c.eeeeeeeeeeeieeeeeeeeeeeee et e e ee ettt ee s sesae st e et eees s s se et eeeaetet et s es s nsnsnsseneaeasaeneas s s nenenenentnensaes 6f 0
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE LIS HEM) ...ttt ettt et ee s e et e e ee e e s s s e e e e e e et et e e e s e e e e e eeeeeeseen s e e s s e eeeeeeseeeesenennneneeens 69
h Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100% VESEA ........ceeeeeeeeeeeeeeeseseseeteeeesesesesesesesesees et et esesesesesesesessseessssasesesesesessssansesesesesesesesssssssnanesessessssesesnsnsnanases 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7 19

8a I the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4F

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

Q) Insurance Q) Insurance

2 D Code section 412(e)(3) insurance contracts 2) |:| Code section 412(e)(3) insurance contracts
?3) D Trust 3) |:| Trust

(4) |_| General assets of the sponsor 4) |_| General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules
Q) D R (Retirement Plan Information)

@ []
Purchase Plan Actuarial Information) - signed by the plan
actuary

@ []

SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

MB (Multiemployer Defined Benefit Plan and Certain Money

b General Schedules

@

@
©)
4)
®)
(6)

N I =

H (Financial Information)

| (Financial Information — Small Plan)

_1 A (Insurance Information)

C (Service Provider Information)
D (DFE/Participating Plan Information)
G (Financial Transaction Schedules)




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2013
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
. ) : This Form is Open to Public
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspecption
pursuant to ERISA section 103(a)(2).
For calendar plan year 2013 or fiscal plan year beginning  01/01/2013 and ending 12/31/2013
A Name of plan B Three-digit
THE SUPPLEMENTAL SICKNESS BENEFIT PLAN COVERING RAILROAD YARDMASTERS 507
plan number (PN) >
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NATIONAL CARRIERS' CONFERENCE COMMITTEE 52-1036399
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

TRUSTMARK INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (9) To
36-0792925 61425 BTL 9000 1954 01/01/2013 12/31/2013

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2013

v. 130118



Schedule A (Form 5500) 2013 Page 2 -

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2013 Page 3

Part Il Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAMTIEI..........o.ouieeeeeeeeeeeeeeee ettt en e 6b
C  Premiums due but unpaid at the end Of the Year..............ooii e 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter @aMOUNL. ...........coiiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration (2) |:| immediate participation guarantee
3) D guaranteed investment 4) |:| other P
b Balance at the end of the PreVIOUS YEaI...............coc.c.oviieieeeeeeeeeeeeeeeeeeeeee e | 7b
C Additions: (1) Contributions deposited during the year............c....cccccocvevunne.. 7c(1)
(2) Dividends and credits....................
(3) Interest credited during the year
(4) Transferred from separate aCCOUNL..............ccoeveerveveeeeeeeeesseeeeeeeenennd 7c(4)
(5) Other (specify below)
4
(B)TOLAI AAAIIONS ...ttt e et e e ee e et e e e s e e s e e e e et e s ee e e eeeeeaenes 7c(6)
d Total of balance and additions (add iNeS 70 @Nd 7C(B)). ...vviviveveeeeeeeieeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier ............coovovveveveeeceeeeeeeereeeee! 7e(2)
(3) Transferred to SEParate aCCOUNL..............cccoeveeeeeeeeeeeeeeeeeeeeeeeereneneesed 7e(3)
(4) Other (SPECIfY DEIOW) ........vvveieeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) Total dedUCHIONS........cc.eiiiiiiie e
f  Balance at the end of the current year (subtract line 7e(5) from line 7d)




Schedule A (Form 5500) 2013 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d D Life insurance
e Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt reCEIVEM. .......cocuuiiiiiiiiiiiiee e 1027039
(2) Increase (decrease) in amount due but unpaid -2514
(3) Increase (decrease) in unearned premium reserve 9a(3) 318211
(4) Earned ((1) + (2) = (3))-+eervereveermeemieeireenieenieenieenans . 9a(4) 706314
b Benefit charges (1) Claims paid 640975
(2) Increase (decrease) in Claim reServes............cccoueeveeeeeeeeeeeeeeeeeaneenes 9b(2) -99191
(3) Incurred claims (add (1) @NA (2)) ..veveeeeiriereieie ettt ete et e et et te e e sbe st e s e e seebeebeste st e ste s et ereeaeereatensennan 9b(3) 541784
(4) ClAIMS CRAIGEA ... ..ttt ettt ettt ettt et et et et e e st easeteebesbess e b eseeseebeebesseese s e s enseseeseeseasesenean 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......vveveeeeeeeeeceeeteee et eeees 9c(1)(A)
(B) Administrative service or other fees............ccocoeveeeveceeeereeeenenee 9¢c(1)(B)
(C) Other Specific aCQUISIION COSES ...........cvrveeeereeeeeeeeeeeeeeeeeeeeeseeeeanes 9c¢(1)(C)
(D) OthEr BXPENSES. ... .eiveeieiivieriesiieieseeeee e eeesreeeesteeeessaessesaeeneesseenes 9c(1)(D)
(E) TAXES cerereeee e eeeee e ee et eeee e ee e ee e see e 9c(1)(E) 21688
(F) Charges for risks or other contingencies..............cccccceeiiiiiiiieennns 9c(L)(F) 10245
(G) Other retention Charges ...........occueviiiiiiiiiiie e 9c(1)(G) 132596
LG T t= I =10=T o) o OO 9c(1)(H) 164529
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.).......cccveeennn 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . 9d(1)
(2) ClAIM FESEIVES ......ceveeeeeeeeeeee et et et teae ettt ete e et e et et et et eseeteete et et et esseseeteeteete et essesseseeteeteeteesessensessensereetessennan 9d(2) 175112
(B) ONEI TESEIVES.......cuieeiiteei ettt ettt aete e s e st ese et ese s s et e eeese s e s e e e s ene e s e s e et ese s ese e se s eseseeseaeseeseneenan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........cccccooceveninncn. 9e 308023
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carrier ... 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............cccccceeennee 10b
Specify nature of costs P
Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. »



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

t of the T This form is required to be filed for employee benefit plans under sections 104
Dlipt)s:rt\rglege\?enuz Service” ands4065 of thqum loyee Retirement Ir"l)come Securig Act of 1974 (ERISA) and 201 3
Department of Labor sections 6047(e), 6&7(b), and 6058(a) of the Internal Revenue Code (the Code).
Employee Benefits Security .
Administration » Complete all entries in accordance with This Form Is Open to
the instructions to the Form 5500. Public Inspection

Pension Benefit Guaranty Corporation

Annual Report Identification Information

For the calendar plan year 2013 or fiscal plan year beginning and ending
A This return/report is for: (1) {X| a multiemployer plan; 3 : a multiple-employer plan; or
) E a single-employer plan; 4) BE DFE (specify)
B This return/report is: (1) the first return/report; 3 (] the final return/report;
2) an amended return/report; @) 1 a short plan year return/report (less than 12 months).
C If the plan is a collectively-bargained plan, check here .............. ... ... ... .. .. e >
D Check box if filing under: Form 5558; D automatic extension; D the DFVC program;

| | special extension (enter description)

I?Pai,'t Il| Basic Plan Information — enter all requested information.

12 Name of plan 1b Three-digit
THE SUPPLEMENTAL SICKNESS BENEFIT PLAN COVERING plan number (PN).... ™| 507
RATILROAD YARDMASTERS T¢ Effective date of plan
01/01/1979
2aPlan sponsor's name and address, including room or suite number (employer, if for single-employer pian) 2b Employer tdentification Number (EIN)
52-1036399

2c Sponsor's telephone number

202-862-7200

2d Business code (see instructions)

482110

NATIONAL CARRIERS' CONFERENCE COMMITTEE
1901 L STREET, NW, SUITE 500

WASHINGTON, DC 20036 L ;
Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules, statements and attachments, as
well as the electronic version of this return/report, and to the best of my knowledge and betief, it is true, correct, and compiete.

SIGN - / 1/
el () ) [Ofte //¢  |a. K. GRADIA
Signature &f plan administrator Date 4 Enter name of individual signing as plan administrator
Signature of employeriplan sponsor Date Enter name of individual signing as employer or plan sponsor
: ; Signature of DFE Date Enter name of individual signing as DFE
Preparer's name (including firm name, if applicable) and address; including room or suite number. (optional) Preparer's telephone number (optional)
MATTHEW B DUBNANSKY, CPA
TMDG, LLC.
500 E PRATT ST STE 525
BALTIMORE MD 21202-3178
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2013)

v.130118

EBPA 9401L 12/13/13




Form 5500 (2013) Page 2

3 a Plan administrator's name and address Same as Plan Sponsor Name D Same as Plan Sponsor Address 3b  Administrator's EIN

3¢ Administrator's telephone number

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the

name, EIN and the plan number from the last return/report:
a Sponsor's name

5 Total number of participants at the beginning of the planyear............ . ............. ..... ... . ...

6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d) i
aActive participants. . ... 6a 1954
b Retired or separated participants receiving benefits............... ... .. .. . . 6b
¢ Other retired or separated participants entitled to future benefits. .. ................ .. . .. ... ... 6¢
d Subtotal. Add lines 6a, 6b, and 8¢ .. .......... ... 6d 1954
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits .. ........ ... .. 6e
f Total. Add lines 6d and 6@ ... .............. ... 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans

complete thisitem) ............. . T 6g
h Number of participants that terminated employment during the plan year with accrued benefits that were less
than 100% vested. ... ................ .0 e 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item). .. ........ . ... 7 19

8 a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

[ ] L] ] [ ]
[ ] L] L] [ ]

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

L] ] [ ]
L] L] L] L]

9a Plan funding arrangement (check all that apply)

9 b Plan benefit arrangement (check all that apply)

() X| insurance m E Insurance

(2) Code section 412(e)(3) insurance contracts (74} . | Code section 412(e)(3) insurance contracts

3) Trust (3 || Trust

4) General assets of the sponsor @ |_| General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules

) R (Retirement Plan Information) m [ H (Financial Information)

2) E MB (Multiemployer Defined Benefit Plan and Certain (74} I (Financial Information — Small Plan)
Money Purchase Plan Actuarial Information) — signed by (€)) i _1A (Insurance Information)
the plan actuary () B C (Service Provider Information)

3) D SB (Single-Employer Defined Benefit Plan Actuarial 5) B D (DFE/Participating Plan Information)
Information) — signed by the plan actuary (6) ] G (Financial Transaction Schedules)

EBPA 94020 12/16113



orm DHH8 Application for Extension of Time To OME No. 16450212

(Rev August 2012) File Certain Employee Plan Returns

Department of the Treasury ™ For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
internal Revenue Service Information about Form 5558 and its instructions is at www.irs.gov/form5558.
A Name of filer, plan administrator, or plan sponsor (see instructions) B El'me;:]cs) Igf?c}éfxgi?iga"t‘ig’rrgﬁﬁggre(iEﬁ\tll)’u(gﬁ;gis!)S-
NATIONAL CARRIERS' CONFERENCE COMMITTEE HXXOO000)
, street, and room or suite number (If a
1901 L STREET, NW, SUITE 500 » 52-1036399
or town, state, and D Social security number (SSN) (9 digits XXX-XX-XXXX)
WASHINGTON, DC 20036 >
Plan name
YYYY
1 THE SUPPLEMENTAL SICKNESS BENEFIT PLAN COVERING 13
n of orm orm

(Plheck trgljs box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed in
art 1, C above.

2 | request an extension of time until 10/15/2014to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3 | request an extension of time until to file Form 8955-SSA (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automaticallg approved to the date shown on line 2 and/or line 3 (above) if: (a) the Form 5558 is filed on or before the .
normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 2 and/or line
3 (above) is not later than the 15th day of the third month after the normal due date.

4 | request an extension of time until to file Form 5330.
You may be approved for up to a 6 month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposing the tax. .
b Enter the payment amount attached

¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date
5 State in detail why you need the extension:

#]nder pﬁnatl_tles of perjury, | declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that | am authorized to prepare
is application,

Signature > Date *>

EBPAS9201 04/02/13 Form 5558 (Rev. 8-2012)



